Background: The patient's anxiety before seeing a doctor may influence her/his hospital choice behavior through various ways. In order to explore why high level hospitals were overused by patients and why low level hospitals were not fully used by patients in China, this study was set up to test whether and to what extent the patient's anxiety before seeing a doctor influenced her/his hospital choice behavior in China. Methods: This study commissioned a large-scale 2009-2010 national resident household survey (N=4,853) in China, and in this survey the Self-Rating Anxiety Scale (SAS) was employed to help patients assess their anxiety before seeing a doctor. Specified ordered probit models were established to analyze the survey dataset. Results: When the patient had high level of anxiety before seeing a doctor, her/his level of anxiety could not only predict that she/he was more likely to choose the high level hospital, but also accurately predict which level of hospital she/he would choose; when the patient had low level of anxiety before seeing a doctor, her/his level of anxiety could only predict that she/he was more likely to choose the low level hospital, but it couldn't clearly predict which level of hospital she/he would choose. Conclusion: The patient with high level of anxiety had the strong consistent bias when she/he chose a hospital (she/he always preferred the high level hospital), while the patient with low level of anxiety didn't have such consistent bias.
Background
What was the correlation between the patient's anxiety before seeing a doctor and her/his hospital choice behavior?
The patient's hospital choice behavior could be considered as the decision-making behavior in a general framework.
The decision-making that was an essential aspect of the cognitive functioning relied on the correct labeling, processing and control of emotional stimulus, since the patient's anxiety exerted its influence on the cognitive functioning by altering the processing of environmental information in favor of the negative emotional stimulus, this situation further resulted in the attention, memory and interpretation biases towards such stimulus, then the patient's anxiety that could be seen as the adaptive emotion adequately directed her/his response towards the possible threatening stimulus/ situation to influence her/his decision-making behavior [1] [2] [3] [4] [5] [6] . In fact, the patient's anxiety and her/his decisionmaking behavior were proved to have a strong correlation with each other at the neural substrate level, several of the neural substrates played major roles in both anxiety and decision-making, and the patient's anxiety may affect her/ his decision-making behavior both at the level of emotional reactivity (related neural substrates involved the amygdala, the ventral striatum, and the orbitofrontal cortex) and at the level of cognitive control (related neural substrates involved the anterior cingulate cortex, the dorsolateral prefrontal cortex, and the dorsal striatum) [3, [7] [8] [9] [10] [11] .
In a more specific framework, the patient's hospital choice behavior could be considered as the decisionmaking behavior under risk and uncertainty: choosing the appropriate type of hospital on the basis of both the specific disease and the patient's current disease status was the process of asymmetric information between hospital and patient, the patient usually had little information on how to make the optimal hospital choice decision, and she/he could hardly detect the inappropriate hospital choice before seeing a doctor, but the inappropriate hospital choice was most likely to bring her/him both health losses and economic losses.
The psychological dimensions of risk and uncertainty not only contained a cognitive evaluation of the hazard, but also contained an affective evaluation of the hazard [12, 13] . The patient's emotion was not only found to significantly influence her/his tendency to take risk and uncertainty, but also found to significantly influence the impact of the framing of the problem on her/his risky and uncertain choice in a systematic and predictable way: the patient's anxiety that was her/his negative emotion tended to make her/him more pessimistic about the future outcome of her/his hospital choice behavior, and this situation could ultimately lead to her/his risk aversion, in fact this phenomenon was proved true even when the patient's anxiety resulted from the factors that were wholly unrelated to the issue whose risk she/he assessed [14] [15] [16] [17] ; the precise role of the patient's anxiety also depended on the framing of the problem, if the problem involved risky and uncertain choices, the patient with high level of anxiety tended to act risk-averse when the problem was framed in terms of gains, while she/he tended to act riskseeking when the same problem was instead framed in terms of losses [17] , since the patient's hospital choice problem was framed in terms of health gains and economic losses, and the health gains were usually considered more important than the economic losses by the patient with high level of anxiety, then she/he usually tended to act risk-averse when she/he made her/his hospital choice.
The patient's anxiety before seeing a doctor could also be considered as the patient's emotion in a general framework.
The patient's emotional reactions to the stimuli were often more rapid and basic than her/his cognitive evaluations, and such immediate emotional responses provided the patient with the fast but crude assessments of the various types of hospitals that she/he faced, and this attribute of the patient's emotions made it possible to take the rapid action to choose a hospital [18] [19] [20] [21] [22] . The patient's rapid emotional reactions were also thought to serve as a mechanism that interrupted and redirected her/his cognitive processing towards the potential high-priority concerns (such as the imminent hospital choice behavior when she/he was sick) [13, [23] [24] [25] [26] . In fact the patient's anxiety was postulated to play a critical role in her/his rational, risk-averse, and forward-looking decision-making, since the appropriate level of anxiety was argued to reflect the highest level of normal motivational control of the working memory that made the operation of working memory in the decision-making behavioral sequencing be continuously linked with the adaptive significance [27, 28] .
In contrast to the historical view that considered the patient's emotions (particularly the patient's anxiety) as the destructive influences on her/his decision-making, much of the new work highlighted the patient's emotions (particularly the patient's anxiety) as both the informational inputs into her/his decision-making and the negative consequences that resulted from the blocking of such inputs [13] , and both the affect-as-information hypothesis and the risk-as-feeling hypothesis were the representative theories among these new studies [13] . Compared with other theories, the key feature of the affect-as-information hypothesis was that the patient's affect had a direct effect on her/his decision-making rather than being mediated by the affect-congruent memory, and it correctly predicted that in the case where the patient's feelings were experienced as the reactions to her/his imminent judgment/decision (such as her/his hospital choice), her/his feelings during the judgment process/the decision-making process affected her/his judgment/choice behavior [13, 29, 30] . The riskas-feeling hypothesis postulated that the patient's responses to her/his risky situation/decision-making resulted in part from her/his direct emotional influences: the patient evaluated the risk in choosing a hospital at a cognitive level based largely on the probability and desirability of associated consequences, and her/his feeling states that exerted reciprocal influences on her/his cognitive evaluations not only responded to the factors that did not enter into her/his cognitive evaluations of the risk (such as the immediacy of the risk in choosing a hospital), but also responded to both the probabilities and the outcome values of the risk in a way that was different from the way that her/his cognitive evaluations responded to both the probabilities and the outcome values of the same risk; the patient's emotional reactions to the risk in choosing a hospital could diverge from her/his cognitive evaluations of the same risk due to their different determinants; then the patient's hospital choice behavior that was the emotion-driven risk-related behavior was determined by the conflicting interplay between her/his cognitive evaluations and her/his feeling states (particularly her/his anxiety) [13] .
Another explanation for the influence of the patient's anxiety before seeing a doctor on her/his hospital choice behavior was that the patient's anxiety influenced her/his choice behavior through influencing her/his perceived self-efficacy [31] . The patient's perceived self-efficacy was concerned with her/his beliefs in the abilities to influence the events that affected her/his lives (such as choosing a hospital when she/he was sick), and the core belief of her/his self-efficacy was the foundation of human motivation, performance accomplishment, and emotional well-being [31] [32] [33] . In fact the patient relied partly on her/his physiological/emotional states and read her/his anxiety as one sign of personal vulnerability in judging her/his self-efficacy, and she/he had little incentive to undertake the hospital choice activity and persevere in the face of difficulty in her/his hospital choice decision-making unless she/he believed that she/ he could produce the desired effects by her/his actions [31] . The patient's self-efficacy belief influenced her/his selection of activities and environments when she/he needed to choose a hospital: the patient tended to avoid activities and situations that she/he believed exceeded her/his coping capabilities, but she/he readily undertook challenging activities and picked social environments that she/he judged herself/himself capable of handling when choosing a hospital [31] .
In order to explore why high level hospitals were overused by patients and why low level hospitals were not fully used by patients in China, this study was set up to test whether and to what extent the patient's anxiety before seeing a doctor influenced her/his hospital choice behavior in China. A large-scale 2009-2010 national resident household survey (N=4,853) in China was carried out in this study, and in this survey the Self-Rating Anxiety Scale (SAS) was employed to help patients assess their anxiety before seeing a doctor [34] . Specified ordered probit models were established to analyze the survey dataset.
Methods

Data
In order to collect the data on both the patient's anxiety before seeing a doctor and the patient's hospital choice behavior, this study collaborated with the National Bureau of Statistics of China to commission a large-scale 2009-2010 resident household survey in 17 provinces, autonomous regions, and municipalities directly under the central government.
In these 17 provinces, autonomous regions, and municipalities directly under the central government, under the support from the local Bureaus of Statistics, this survey adopted the two-stage probability proportional to size (PPS) systematic sampling technique to select a probability sample of 5,123 residents. The face-to-face interviews for this household survey were conducted by the professional survey teams from Tsinghua University and the local Bureaus of Statistics. The professional investigator usually first invited the resident to fill out the questionnaire on both her/his anxiety before seeing a doctor and her/his hospital choice behavior in the most recent medical experience. If the selected resident was away, refused to be interviewed, or failed to be interviewed after three attempts, no replacement was made. If the resident agreed to fill out the questionnaire, but she/he was unavailable, or disabled in a way that would impede her/him from filling out the questionnaire, another family member that knew her/him best served as the respondent, this family member was also asked to report her/his assessed values of the questions in the questionnaire to check bias. A total of 4,853 valid responses were generated, and the response rate of 94.73%.
The questionnaire for the 2009-2010 resident household survey consisted of three sections. The first section inquired about the resident's certain personal characteristics (involving age, gender, marital status, education, income, employment status, job occupation, health status, medical insurance, reimbursement percentage of medical costs, severity of disease, and stage of disease in the most recent medical experience) that may influence her/his hospital choice behavior. The second section inquired about the resident's anxiety before seeing a doctor in the most recent medical experience, here this study employed the SAS to help the resident assess 20 dimensions of her/his anxiety before seeing a doctor. Specifically, 20 dimensions of the self-rating anxiety included the dimension of anxiousness, the dimension of fear, the dimension of panic, the dimension of mental disintegration, the dimension of apprehension, the dimension of tremor, the dimension of body ache & pain, the dimension of easy fatigability & weakness, the dimension of restlessness, the dimension of palpitation, the dimension of dizziness, the dimension of faintness, the dimension of dyspnea, the dimension of paresthesia, the dimension of nausea & vomiting, the dimension of urinary frequency, the dimension of sweating, the dimension of facial flushing, the dimension of insomnia, and the dimension of nightmare. The corresponding questions for 20 dimensions of the self-rating anxiety were presented in Table 1 . The third section inquired about the resident's hospital choice behavior in the most recent medical experience.
The personal characteristics of the study population were shown in Table 2 . As the result of the stratified sampling design by the National Bureau of Statistics of China, the population distribution of each personal characteristic followed the natural distribution of residents in China. The use of the dataset was approved by the National Bureau of Statistics of China.
Measure of the patient's self-rating anxiety
The 4-item self-reporting measures that assessed 20 dimensions of the patient's anxiety before seeing a doctor on a scale of 1 to 4 were employed, higher score reflected higher level of anxiety. Depending upon the suitability and usage of the SAS, the corresponding questions for 20 dimensions of the patient's self-rating anxiety could be divided into two categories. The questions for the dimension of anxiousness, the dimension of fear, the dimension of panic, the dimension of mental disintegration, the dimension of tremor, the dimension of body ache & pain, the dimension of easy fatigability & weakness, the dimension of palpitation, the dimension of dizziness, the dimension of faintness, the dimension of paresthesia, the dimension of nausea & vomiting, the dimension of urinary frequency, the dimension of facial flushing, and the dimension of nightmare in the first category were worded symptomatically positive, for these questions, the option "Most or all of the time" was assigned score 4, the option "Good part of the time" was assigned score 3, the option "Some of the time" was assigned score 2, and the option "None or a little of the time" was assigned score 1. The questions for the dimension of apprehension, the dimension of restlessness, the dimension of dyspnea, the dimension of sweating, and the dimension of insomnia in the second category were worded symptomatically negative, for these questions, the option "None or a little of the time" was assigned score 4, the option "Some of the time" was assigned score 3, the option "Good part of the time" was assigned score 2, and the option "Most or all of the time" was assigned score 1. The mean value of the patient's scores for 20 dimensions of her/his self-rating anxiety was her/his total average scoring of SAS.
Measure of the patient's hospital choice behavior
According to the most recent "Governing rules for the management and classification of hospitals", the public hospitals in China are classified as follows. The level 1 hospitals are "community hospitals or health clinics that provide direct prevention, treatment, health promotion, and rehabilitation services to participants of a defined community". The level 2 hospitals are "area hospitals that provide comprehensive medical and other healthcare services to participants of multiple communities, which may, to a certain degree, also serve as teaching hospitals and research bases". The level 3 hospitals are those that "provide high-quality, specialty medical and other healthcare services to participants in a minimum of several areas, and also serve as high-level teaching hospitals and conduct sophisticated research". The community health centers serve as complementary health organizations to the three-level public hospital system, their functions are similar to the functions of the level 1 hospitals, but their sizes are smaller and their capacities are weaker than those of the level-1 hospitals, and compared with the level-1 hospitals, they mainly provide more junior direct prevention, treatment, health promotion, and rehabilitation services to participants of a defined community [35] [36] [37] .
Then a 5-item self-reporting measure that assessed the patient's hospital choice behavior on a scale of 0 to 4 was employed in this study: the option "Choose the level 3 hospital" was assigned score 4; the option "Choose the level 2 hospital" was assigned score 3; and the option "Choose the level 1 hospital" was assigned score 2; the option "Choose the community health center" was assigned score 1; and the option "Do not go to hospital or only go to pharmacy to buy the medicine for selfmedication" was assigned score 0.
Statistical methods
The ordered probit model is especially appropriate for this study, because the ordered probit discerns unequal differences between ordinal categories in the dependent variable-the patient's hospital choice behavior [38] [39] [40] . For example, it doesn't assume that the difference between choosing the community health center and choosing the level 1 hospital is the same as the difference between choosing the level 2 hospital and choosing the level 3 hospital. In fact the ordered probit in this study captures the qualitative differences among different hospital choice behaviors.
In the general form of the ordered probit model, the latent evaluation score y i is a linear function of independent variables written as a vector x i , here i is the sample number, and y i =x i *b+ε i , where b is a vector of coefficients and ε i is assumed to follow a standard normal distribution. For an ordered probit model with k cutoff points, define p j (j=1,2,. . .,k) as the cutoff points of all y i , then y i ≦p 1 , p j <y i ≦p j+1 (j=1,2,. . .,k-1) or y i >p k . Following the notation, the general form of the ordered probit model is expressed as 
where y j (j=0,1,. . .k) is the discrete value of y i and Ф is the cumulative standard normal distribution function [37, 41] . The marginal effect of x i can be calculated according to this formula:
where ϕ is the standard normal density function, and based on (4), (5) and (6) the vector of coefficient b can be estimated [37, 41] . On the basis of the general form of the ordered probit model, the following two specified ordered probit models were respectively estimated to test whether and to what extent 20 dimensions of the patient's anxiety before seeing a doctor/the patient's total average scoring of SAS influenced her/his hospital choice behavior:
Model 2 :
here i was the sample number; y i was the patient's hospital choice behavior; x li (l=1,2,. . .,20) were respectively 20 dimensions of the patient's anxiety before seeing a doctor, and X i was the patient's total average scoring of SAS; z mi were control variables, since the patient's hospital choice behavior may be influenced by her/his certain personal characteristics (involving age, gender, marital status, education, income, employment status, job occupation, health status, medical insurance, reimbursement percentage of medical costs, severity of disease, and stage of disease), they were all controlled as dummy variables in the specified ordered probit models; the error term ε i was assumed to be distributed normal.
Results
Descriptive statistics of the patient's self-rating anxiety
The descriptive statistics of both 20 dimensions of the patient's self-rating anxiety and the patient's total average scoring of SAS were presented in Table 3 . Averagely speaking, among 20 dimensions of the patient's self-rating anxiety: patients had the highest level of anxiety in the dimension of easy fatigability & weakness, the dimension of palpitation, the dimension of anxiousness, the dimension of insomnia, the dimension of dizziness, the dimension of nightmare, the dimension of faintness, and the dimension of fear; and patients' anxiety scores in the dimension of restlessness, the dimension of facial flushing, the dimension of panic, the dimension of apprehension, the dimension of sweating, and the dimension of urinary frequency were in the medium level; while patients had the lowest level of anxiety in the dimension of mental disintegration, the dimension of body ache & pain, the dimension of dyspnea, the dimension of tremor, the dimension of nausea & vomiting, and the dimension of paresthesia. The mean value of patients' total average scorings of SAS was 2.614, and this value was also in the medium level.
Descriptive statistics of the patient's hospital choice behavior
The descriptive statistics of the patient's hospital choice behavior was also presented in Table 3 . The mean value of the patient's hospital choice behavior was 3.153, and this value was between the assigned score for the option "Choose the level 2 hospital" and the assigned score for the option "Choose the level 3 hospital", or in other words, averagely speaking, patients were more likely to choose the high level hospitals (mainly referred to the level 2 hospital and the level 3 hospital) in the most recent medical experience, and this finding was consistent with China's reality that high level hospitals were overused by patients, while the large number of medical resources in low level hospitals (mainly referred to the community health center and the level 1 hospital) were not fully used by patients.
Regression analysis
The results of two specified ordered probit models were presented in Table 4 . From the significance and size of the coefficient for each dimension of the patient's selfrating anxiety in model 1/the significance and size of the coefficient for the patient's total average scoring of SAS in model 2, the influence of the patient's anxiety before seeing a doctor on her/his hospital choice behavior was revealed as follows.
From the regression result of model 1, almost all dimensions of the patient's self-rating anxiety (except the dimension of tremor and the dimension of paresthesia) had significant positive influences on her/his hospital choice behavior. Among 20 dimensions of the patient's self-rating anxiety: the patient's anxiety in the dimension of anxiousness, the dimension of fear, the dimension of easy fatigability & weakness, the dimension of palpitation, the dimension of dizziness, the dimension of faintness, the dimension of insomnia, and the dimension of nightmare had the most significant and largest positive influences (p<0.01) on her/his hospital choice behavior; and the positive influences of the patient's anxiety in the dimension of panic, the dimension of mental disintegration, the dimension of restlessness, the dimension of urinary frequency, the dimension of sweating, and the dimension of facial flushing on her/his hospital choice behavior were the second most significant and the second largest (p<0.05); while the patient's anxiety in the dimension of apprehension, the dimension of body ache & pain, the dimension of dyspnea, and the dimension of nausea & vomiting had the least significant and smallest positive influences (p<0.1) on her/his hospital choice behavior; but the patient's anxiety in the dimension of tremor or the dimension of paresthesia had no significant influence on her/his hospital choice behavior.
From the regression result of model 2, the patient's total average scoring of SAS that can be considered as the comprehensive assessment of the patient's anxiety before seeing a doctor had significant positive influence (p<0.05) on her/ his hospital choice behavior. Through comparing the sizes of the coefficients between model 1 and model 2, the influence of the patient's total average scoring of SAS was Table 4 Regression results almost equal to the sum of the influences of all 20 dimensions of the patient's self-rating anxiety.
From the values of cutoff point 1-4 in model 1, the assigned score for the option "Do not go to hospital or only go to pharmacy to buy the medicine for self-medication", the assigned score for the option "Choose the community health center", and the assigned score for the option "Choose the level 1 hospital" were between cutoff point 1 and cutoff point 2, and the assigned score for the option "Choose the level 2 hospital" was between cutoff point 3 and cutoff point 4, while the assigned score for the option "Choose the level 3 hospital" was above cutoff point 4. These cutoff point related results in model 1 revealed that 20 dimensions of the patient's self-rating anxiety together with the patient's certain personal characteristics could accurately predict which kind of high level hospital she/he would choose, but they could not clearly predict which kind of low level hospital she/he would choose.
From the values of cutoff point 1-4 in model 2, the assigned score for the option "Do not go to hospital or only go to pharmacy to buy the medicine for self-medication" was below cutoff point 1, both the assigned score for the option "Choose the community health center" and the assigned score for the option "Choose the level 1 hospital" were between cutoff point 1 and cutoff point 2, and the assigned score for the option "Choose the level 2 hospital" was between cutoff point 2 and cutoff point 3, while the assigned score for the option "Choose the level 3 hospital" was above cutoff point 4. These cutoff point related results in model 2 also revealed that the patient's total average scoring of SAS together with the patient's certain personal characteristics could accurately predict which kind of high level hospital she/he would choose, but they couldn't clearly predict which kind of low level hospital she/he would choose.
Discussion
Main findings of this study
The main findings in the results section were summarized as follows: when the patient had high level of anxiety before seeing a doctor, her/his level of anxiety could not only predict that she/he was more likely to choose the high level hospital, but also accurately predict which level of hospital she/he would choose; when the patient had low level of anxiety before seeing a doctor, her/his level of anxiety could only predict that she/he was more likely to choose the low level hospital, but it couldn't clearly predict which level of hospital she/he would choose.
This study also showed in detail that among 20 dimensions of the patient's self-rating anxiety: when the patient had high level of anxiety in the dimension of anxiousness, the dimension of fear, the dimension of easy fatigability & weakness, the dimension of palpitation, the dimension of dizziness, the dimension of faintness, the dimension of insomnia, and the dimension of nightmare, her/his level of anxiety in these dimensions could best predict which level of hospital she/he would choose; when the patient had high level of anxiety in the dimension of panic, the dimension of mental disintegration, the dimension of restlessness, the dimension of urinary frequency, the dimension of sweating, and the dimension of facial flushing, her/his level of anxiety in these dimensions could second-best predict which level of hospital she/he would choose; when the patient had high level of anxiety in the dimension of apprehension, the dimension of body ache & pain, the dimension of dyspnea, and the dimension of nausea & vomiting, her/his level of anxiety in these dimensions could thirdbest predict which level of hospital she/he would choose; but the level of patient's anxiety in the dimension of tremor and the dimension of paresthesia couldn't be employed to predict which level of hospital she/he would choose. When the patient had low level of anxiety in all 20 dimensions of the self-rating anxiety, her/his level of anxiety in these dimensions could only predict that she/he was more likely to choose the low level hospital, but they couldn't clearly predict which level of hospital she/he would choose.
What is already known on this topic
On the basis of the extensive literature, the patient's anxiety before seeing a doctor may influence her/his risky and uncertain decision-making behavior through various ways [1, 13, 17, 31] . Since the patient's hospital choice behavior could be considered as the representative risky and uncertain decision-making behavior, this study preliminarily derived that the patient's anxiety before seeing a doctor may have significant influence on her/his hospital choice behavior. But there was no previous study that directly focused on the correlation between the patient's anxiety before seeing a doctor and her/his hospital choice behavior.
What this study adds
In a general framework, the patient's hospital choice behavior could be simply considered as the decisionmaking behavior: the patient's hospital choice decisionmaking that was a crucial aspect of her/his cognitive functioning relied on the correct labeling, processing and control of her/his anxiety stimulus; in fact the patient's anxiety and decision-making also shared underlying neural substrates (such as the cortico-limbic pathways that included the amygdala, the striatum, and the medial/dorsolateral prefrontal cortices); the patient's high level of anxiety was strongly associated with both the altered cognitive functioning and the attention, memory and interpretation biases towards the anxiety stimulus, and both of them further affected her/his hospital choice decision-making [1] . Due to these natural correlations between the patient's anxiety and her/his decision-making behavior, the patient's anxiety before seeing a doctor always had influence on her/his hospital choice behavior.
In a more specific framework, the patient's hospital choice behavior could be considered as the decisionmaking behavior under risk and uncertainty: the patient's anxiety state not only directly affected her/his risk and uncertainty assessment, but also conditioned the impact of the framing of the problem on her/his risk and uncertainty assessment in a systematic and predictable way, and the logic behind this was that the patient's anxiety signaled a sense of danger and novelty that alerted her/ him to stop, think, and adjust her/his choice behavior, in fact the influential model of affective intelligence held the view that the patient not only became more attentive to the external stimulus and the information-seeking, but also became more open to the attitude change when she/he was experiencing the negative emotions that generated anxiety; the patient's anxiety also triggered her/his evaluation surveillance system that monitored the environment for the novel and threatening stimulus, interrupted the habitual routine, and engaged the thought [17, [42] [43] [44] . And then both the direct impact and the indirect impact (via conditioning the impact of the framing of the problem) of the patient's anxiety state on the risk and uncertainty assessment of her/his decisionmaking behavior further strengthened the influence of the patient's anxiety before seeing a doctor on her/his hospital choice behavior.
The level of the patient's anxiety was strongly and positively correlated with her/his risk aversion [45, 46] . The patient's anxiety on various types of judgments tended to favor her/his cautious and risk-averse decision-making [47, 48] . The patient's induced anxiety increased her/his preference for the low risk but low reward options [49] . To the extent that the patient's risk aversion was the dominant response to her/his risky decision, her/his negative feelings (such as the anxiety) tended to dominate her/his positive feelings [13] . From the descriptive statistics of both 20 dimensions of the patient's self-rating anxiety and the patient's total average scoring of SAS, most patients in this study had high level of anxiety before seeing a doctor, then they were usually risk-averse in their hospital choice decision-making, and they usually preferred high level hospitals that were always more cautious and more risk-averse than choosing low level hospitals, even when the lower medical service expense/drug expense, the shorter waiting time before seeing a doctor, and the doctor's more attention per patient in low level hospitals (took both the specific disease and the patient's current disease status into account when choosing a hospital) could bring them positive feelings.
From the framework of the perceived self-efficacy, the patient's high level of anxiety before seeing a doctor undermined and weakened her/his perceived self-efficacy on making the appropriate hospital choice to a large extent, and this situation ultimately reduced the patient's incentive to undertake the hospital choice activity and persevere in the face of difficulty in her/his hospital choice decisionmaking [31] [32] [33] . Although the medical service expense/drug expense was higher, the waiting time before seeing a doctor was longer, and the doctor's attention per patient was less in high level hospitals than those in low level hospitals, high level hospitals were always the safe choices for any kind of specific disease and any status of the patient's current disease, and choosing a high level hospital didn't need the patient's careful consideration and comparison, then the patient with different sense of efficacy had different performance on her/his hospital choice behavior: the patient with high level of anxiety only had a low sense of efficacy on making the appropriate hospital choice, and this situation induced that she/he always preferred the high level hospital; while the patient with low level of anxiety had a strong sense of efficacy on making the appropriate hospital choice, and this situation induced that she/he usually preferred to make the appropriate hospital choice on the basis of her/his specific disease and current disease status.
The patient with high level of anxiety had the strong consistent bias when she/he chose a hospital (she/he always preferred the high level hospital), while the patient with low level of anxiety didn't have such consistent bias. When the patient had high level of anxiety before seeing a doctor, both 20 dimensions of her/his self-rating anxiety and her/his total average scoring of SAS could accurately predict which level of hospital she/he would choose; when the patient had low level of anxiety before seeing a doctor, either 20 dimensions of her/his self-rating anxiety or her/his total average scoring of SAS couldn't clearly predict which level of hospital she/he would choose.
The patient's emotional reactions to a risky and uncertain situation often diverged from her/his cognitive evaluations of the same situation, and her/his emotional reactions not only often exerted a dominating influence on her/his hospital choice behavior, but also frequently produced the hospital choice behavior that did not appear to be adaptive [50] . For example, the patients that suffered from oftendebilitating anxiety-related disorders were typically well aware that there was little or nothing to fear in the situation that they found so difficult, and the divergence of their emotional responses from their cognitive evaluations of risks and uncertainties, as well as the potency of their emotional responses in influencing their hospital choice behaviors were evident in them [27] . In fact the following vicious circle was getting more and more serious in China: the patients became more anxious before seeing a doctor, and then they were more risk-averse in their hospital choice decision-making, and this situation induced that they were more likely to choose the high level hospitals, while both the quality of medical service and the doctor's medical service related competency in the low level hospitals couldn't be promoted due to lack of medical practice that resulted from lack of patients, and this situation in turn increased the risks and uncertainties in choosing the low level hospitals, ultimately all the above situations increased the patients' level of anxiety in making the optimal hospital choice before seeing a doctor.
Limitations of this study
Several limitations should be noted. First, the response rate of the 2009-2010 national resident household survey was 94.73%, then the collected sample slightly deviated from the stratified sampling design, and this situation may have slight influence on the sizes of the coefficients in the regression results. Second, there may be other potential influencing factors for the patient's hospital choice behavior that were not contained or controlled in this study, and this situation may influence the relative sizes of certain coefficients in the regression results. Third, the findings in this study were drawn on the basis of the sample in China, so this study could only interpret that the patient with high level of anxiety in China had the strong consistent bias when she/he chose a hospital (she/he always preferred the high level hospital), while the patient with low level of anxiety in China didn't have such consistent bias, but it wasn't clear whether these findings were correct only in China or in all countries with similar health delivery systems.
Conclusion
This study found that the patient with high level of anxiety had the strong consistent bias when she/he chose a hospital (she/he always preferred the high level hospital), while the patient with low level of anxiety didn't have such consistent bias. These findings were the valuable references for understanding why high level hospitals were overused by patients and why low level hospitals were not fully used by patients in China. From the aspect of health psychology, these findings also provided the useful suggestions for solving this problem in China's future health delivery system reform.
But this study didn't make it clear that whether the above findings were correct only in China or in all countries with similar health delivery systems. Since the patient's anxiety before seeing a doctor influenced her/ his hospital choice behavior through various ways, the author guessed that the above findings were correct in all countries with similar health delivery systems, and this conjecture could be the future research direction of this type of investigation in all countries with similar health delivery systems.
